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[()TD$FIG]1. Introduction
Proximal row carpectomy is usually performed as a motion
sparing procedure for degenerative conditions of the adult wrist.2
In this case report we demonstrate the good functional results of a
primary proximal row carpectomy in a 13-year-old male who
sustained a severe injury to the right wrist following a road trafﬁc
accident.
2. Case history
A 13-year-old right handed male was a pedestrian involved in a
road trafﬁc accident in which his hyperextended right hand was
struck by an oncoming vehicle. He sustained an isolated closed
injury to the right wrist and carpus. The wrist was clinically
deformed, with a palpable radial pulse, capillary reﬁll less than 2 s.
Motor function in the hand was normal but paraesthesia was
present in the median nerve distribution. AP and lateral radio-
graphs of the wrist (Figs. 1 and 2) revealed a complex injury
consisting of a transscaphoid perilunate dislocation with a
comminuted fracture of the lunate and a dorsal shearing fracture
of the articular surface of the distal radius. Initial emergency
management was performed by the local trauma team and
involved the application of a bridging external ﬁxator and carpal
tunnel release. Management of the patient was transferred to the
Hand Surgery Service the following day.
On the second day after injury the external ﬁxator was removed
and a longitudinal dorsal approach to thewristwas performed. The
scaphoid was found to be in seven pieces proximal to the waist, all
detached from soft tissue with a complete tear in the scapholunate
interosseus ligament. The lunate was found to have substantial* Corresponding author at: 4 Kingﬁsher Reach, Collingham, Wetherby, LS22 5LX,
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bone loss. A displaced coronal, dorsal shearing fracture of the
articular surface of the distal radius was also noted.
Attemptsweremade to reconstruct the scaphoid and lunate but
due to the amount of bone loss, it was not possible. Primary bone
grafting of the areas of bone loss in both scaphoid and lunate was
considered, but rejected in view of the signiﬁcant involvement of
articular surface. A primary proximal row carpectomy was
performed. Due to an operative tourniquet time of 120 min, distal
radius fracture ﬁxation was not performed during this procedure,
and further surgery 2 days later involved reduction and lag screw
ﬁxation of the distal radial epiphyseal injury. Post operatively, the
patientwas placed into a below elbowplaster cast for 3weeks. Post
operative radiographs are shown (Figs. 3 and 4).
Following the removal of the cast, ﬁnger and forearm rotation
physiotherapy was commenced, progressing on to wrist ﬂexion
and extension exercises at 5 weeks after surgery. A thermoplastic
wrist gauntlet was worn in between physiotherapy treatments
until 6 weeks after surgery.
At two months after surgery, the patient had regained 70% of
normal pronation and supination along with 15 degrees of wrist
extension. No active wrist ﬂexion was possible. The active range ofFig. 1. Initial AP radiograph.
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Fig. 2. Initial lateral radiograph.
[()TD$FIG]
Fig. 4. Post operative lateral radiograph.
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ﬂexion with no symptoms of pain at four months after surgery.
At 1 year after surgery, the patient remained satisﬁed with the
results of his surgery. He has maintained full extension, 10 degrees
of ﬂexion, is pain free and is able to participate in normal activities
of cycling, football and ﬁtness training (Fig. 5). He enquired about a
return to boxing but was advised against this.
Four years after injury, his skeletal growth had ceased and the
tips of the lag screws were irritating the tendon of ﬂexor pollicis
longus (Figs. 6 and 7). These screws were removed as a day case
procedure under regional anaesthesia. Pre-operative assessment[()TD$FIG]
Fig. 3. Post operative AP radiograph.revealed no loss of active range of movement and a power grip of
70% of his uninjured side.
3. Discussion
Proximal row carpectomy was ﬁrst described by Stamm in
19445 and involves removing the scaphoid, lunate and triquetrum
and creating a radiocapitate articulation, thus converting a
complex link joint into a simple hinge joint. Since then, it has
become a well recognised procedure for post traumatic and
degenerative conditions of the wrist.2 Success depends on the
presence of normal joint surfaces on the head of the capitate and
the lunate fossa of the distal radius.
Proximal row carpectomy has been shown to give satisfactory
pain relief and maintenance of a functional wrist motion and grip
strength when treating degenerative conditions.4 However, there
have been concerns of a higher risk of failure when performed in
younger active adults.1
Although usually performed for degenerative and post trau-
matic conditions of the wrist, proximal row carpectomy has been
previously described as a primary procedure with good early
results.3,6
In this case, severe comminution of both the scaphoid and
lunate along with bone loss and a complete tear in the
scapholunate interosseus ligament precluded successful recon-
struction. Although described in adults,3,6 there are no reported
cases of primary proximal row carpectomy in the skeletally
immature.
Four years after injury, the patient has no functional limitations
and remains pain free. We conclude that, whilst such a destructive
procedure would rarely be the primary procedure of choice in the
skeletally immature, good functional results can be obtainedwhen
reconstruction is precluded by the severity of the injury pattern.
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Fig. 5. Wrist function 1 year post operatively.
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Fig. 6. AP radiograph at skeletal maturity.
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Fig. 7. Lateral radiograph demonstrating prominent lag screws.
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